ABSTRACT A 27 year old man developed multiple ventricular septal defects and a coronary artery ventricular fistula after a blunt injury. These were treated successfully by surgery, which was carried out four months after the injury to allow some healing of the defect to occur.
A 27 year old man was admitted as an emergency to another hospital in May 1987 with haemoptysis and haematuria after being severely assaulted, knocked to the ground, and kicked on the chest and back. He was noted to be febrile and to have a loud pansystolic murmur. No cardiac murmur had been heard at a medical examination in 1985. An echocardiogram suggested a ventricular septal defect so he was transferred to the Freeman Hospital. On admission he was afebrile and was not cyanosed. His pulse was 80 beats/min and regular and his blood pressure 100/74 mm Hg. There was a prominent systolic thrill at the left sternal edge, a grade 4/4 pansystolic murmur, a normally split second heart sound, and an apical mid diastolic murmur. There were no other findings of note and no evidence of heart failure. Chest radiography showed the heart to be of normal size with some prominence of the upper lobe vessels. The electrocardiogram showed sinus rhythm with a large P wave and loss of the R wave from VI 34 The association of multiple ventricular septal defects and left anterior descending to left ventricular fistula has to our knowledge never been reported.
The association of the two lesions is caused by myocardial contusion.5 Although a small ventricular septal defect may close spontaneously, the treatment of choice is surgical, especially where there is a pulmonary:systemic blood flow ratio of more than 2:1 and evidence of cardiac failure. If the patient is haemodynamically stable it is better to delay the surgical closure for at least two weeks from the time of injury to allow fibrosis ofthe edges ofthe ventricular septal defect to facilitate the repair and avoid recurrences.
Experience with conservative treatment of patients with congenital coronary artery fistulas suggests that even totally symptom free patients may develop complications, such as congestive heart failure and angina. Whether this could be true of traumatic fistulas is not known.6 Traumatic coronary artery fistula more often affects the right coronary than the left anterior descending artery.2 In all patients with traumatic fistula, closure of the fistula should be from within the recipient chamber. In our case there was a small fistula very close to the ventricular septal defect arising from a small septal branch, and we had to assume that it was closed during suturing of the ventricular septal defect as it could not be identified at surgery.
Blunt chest injuries occur frequently in modern society despite seat belts. Cardiac sequelae are rare but their occurrence must be suspected in any case of blunt trauma to the anterior chest wall. Surgical correction can be done with a low mortality but an accurate anatomical diagnosis is necessary. Much of the information is obtained by echocardiography but, as our case shows, cardiac catheterisation may be necessary for more complete information. 
